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MEDICAL BOARD OF CALIFORNIA
EXPERT REVIEWER PROGRAM

ORIGINAL APPLICATION

NAME:                 LAST                                                                         FIRST                                                                 MI

ADD RESS CIT Y/STAT E/ZIP

DIRECT TELEPHONE NUMBER AND EXTENSION:

   Ext.                                                                                                                         Ext.         
OTH ER  TE LE PH ONE N UM BE R:  (P lease  identify e .g., wo rk, c ell, e tc.)

                 

CA PH YSI CIA N/SU RG EO N L ICE NSE  NU M BE R:                        E-M AIL ADD RESS:

1.  List all  current American Board of Medical Specialit ies (ABMS) Certificates.   Include specialty /  subspeciality and date(s) of practice [e.g.,  pediatrics /  endocrinology 1979-

200 0].  Also include certificates from the American B oards of Facia l Plastic & Reconstructive Surgery, Pain M edicine, Sleep Medicine, and Spine Surgery or any other non-

ABM S certificates held.

2.  Describe your a ctive medical practice or em ployment. [Active pra ctice is defined as at least 80  hours per m onth in direct patient care or  clinical activity or teaching, of

which 40  hours m ust involve direct patient care.]  Include any special procedu res (e.g., laparoscopic surgery) or m odalities (e.g., alternative m edicine) tha t you  employ in your

practice.  Also, identify any special training you have received that is not listed above.

3.  Have you retired from active medical practice or employment?      9 Yes     9  No     [If yes, provide date o f retirem ent and expla in.]

4.  List each hospital and location where you cur rently  have fu ll priv ileges.  Identi fy you r speciality  or su bspecialty  for each hospita l listed.                                    

 

5.  List any current faculty appointm ent(s); date and type of appo intment(s) [e.g., full time,  clinical, adjunct, emeritus, etc.]; your title; and, the name and the location of each

Institution.
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6.  Describe any prior peer review experience (hospital, medical society, or equivalent).

7.  Ha s any medical licensing board, other agency, or hospital (including the U. S. Military, U. S. Public Health Service or other U. S. federal governmental entity) filed  or

taken disciplinary action regarding  any hea ling arts license which you now  hold or ever held, for unprofessional condu ct, professional incompetence, gross negligence, or

repeated negligent acts or malpractice?     9  Yes     9 No     [If yes, plea se explain  in “Comm ents”  section .]

8.  Ha s a claim or action for damages ever been filed against you in the course of the practice of medicine or any other healing art which resulted in a m alpractice settlement,

judgement or arbitration award of over $30,000.00?      9 Yes     9  No     [If yes, plea se explain  in “Comm ents”  section .]

9.  Ha ve you ever voluntar ily surrendered a license to practice in the healing a rts in this or any other state, or vo lunta rily sur rendered  your narcotic (contro lled substance) permit

(state or federal) to any licensing board or any other agency, or is any such action pending?      9 Yes     9  No     [If yes, plea se explain  in “Comm ents”  section .]

10.  Ha ve you ever had staff privileges in a hospital been denied, suspended, limited, revoked or not renewed for medica l discipl ina ry cau se, or resigned from a m edical s taff

in lieu of disciplinary or administrative action, or is any such action pending?     9 Yes     9  No     [If yes, plea se explain  in “Comm ents”  section .]

11.  Ha ve you ever been arrested, convicted or pled nolo co ntende re to any  violation of any  federal, state  or local law of any state in the United States, or a foreign country.

You are required to list any conviction that has been set aside and dismissed or expunged, or where a stay of execution has been issued.]   

9 Yes     9  No     [If yes, plea se explain  in “Comm ents”  section .]

COM MEN TS    [Identify corresponding question number]

PR IVAC Y N OT ICE :  The information provided on this application is m aintained  by the E xec utive Office  of the M edica l Boa rd o f Californ ia (MB C), 1426 Howe

Av e., Suite  92 , Sacra m ento , CA  95 82 5, under th e autho rity g ranted  by  the B usiness  and P rofessions C od e, D ivisio n 2 , Chap ter 5 , Ar ticle 1 3, Sec tion  2332.  It is

m anda tory tha t yo u p rovid e a ll inform ation  requ es ted .  Om iss ion  o f any item of informa tion will result in the application being rejected as incomplete.  Your

com pleted ap plicatio n becom es th e p roperty o f the  MBC  and w ill be used  by the authorized p ersonnel to determ ine your eligibility for participation in the Expert

Reviewer Program.  Information on your application may be transferred to other governmental or law enfo rcem ent agencies.  You have the right to review the records

m aintained on you by the MBC unless the records are exemp t from d isclosure.

I hereby certify that all statements made in this application are true and complete, and I understand that any misstatements
of material facts will subject me to disqualification.  I have attached a current curriculum vitae to this application.

_____________________________________________________________________                                         ________________________________

                    Signature                                                                                     Date

Mail completed Original Application to: Medical Board of California
Expert Reviewer Program
1426 Howe Avenue
Sacramento, CA 95825
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